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Introduction: There is no exact statistics about the 
incidence of colorectal cancer in Bangladesh. 
According to National Cancer Institute, London, it is 
the 2nd most common cancer affecting more than 
30,000 people in each year. As many patients with 
colon cancer do not develop symptoms until it is 
advanced and detection in early stage can only be 
achieved by screening of asymptomatic person. 
Maximum patients present lately with distance 
metastases when there is nothing to treat except 
palliative therapy.  

Objectives: To identify the risk factors, early 
symptoms, signs, treatment modalities, operative 
outcome, morbidity and mortality rate.

Materials and Methods: This retrospective study 
was carried out at CMH Dhaka during August 2002 
to August 2004. A total of 50 patients were taken as 
study sample. All the patients were admitted in 
different surgical units of CMH Dhaka for surgical 
treatment. Detailed history were taken on admission 
by a questionnaire and examined thoroughly and 
findings regarding Anaemia, Jaundice, Dehydration, 
Oedema, Lymphadenopathy, Nutritional status and 
abnormal signs like ascites, distension, rigidity, 
organomegaly recorded. Digital rectal examination 
were done in all cases and finally examined by 
Proctoscope, Sigmoidoscope and with Colonoscope. 
FOBT (Fecal Occult Blood Test), serum tumour 
marker was also assessed.

Results: Out of 50 cases 22 were rectal carcinoma 
and next common site was caecum and number was 
10. There was a variation in the sex ratio. Out of 50 
cases 33 were male and 17 were female. The 
highest incidence was among people of 6th decade 
(28%) and next highest was in 4th decade (24%). 
Majority of patient with right colon cancer presented
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with abdominal pain 12 out of 22 cases (56%) and  
weight loss 15 cases (68%). For left colon cancer 
commonest symptom was weight loss and weakness 
and altered bowel habit. Almost all cases with rectal 
carcinoma presented with bleeding per rectum.

Conclusion: About 50% of lesions were found in 
recto-sigmoid junction and male: female ratio was 
1.9:1. All efforts and modern technology should be 
applied for early detection and treatment. The 
survival rate is usually very poor in rectal carcinoma. 
In this study most of the cases were subjected to 
post operative Chemo and Radiotherapy, but more 
were treated with neoadjuvant chemoradiation for 
down staging. The need for early detection of 
Colorectal Carcinoma (CRC) should be stressed in 
the form of screening patient awareness and 
understanding about symptomatology. Early diagnosis
and definitive treatment are thereby increasing 
expectation of higher survival and better prognosis in 
patient of colorectal carcinoma.
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Introduction
There is no exact statistics about the incidence of 
colonic cancer in Bangladesh. According to National 
cancer Institute, London April 2001, it is the 2nd most 
common cancer affecting more than 30,000 people in 
each year. 80% of these cases are not diagnosed 
until the cancer has spread the bowel or beyond. 
Such cases have worse prognosis than carcinoma 
confined to bowel wall. As many patients with colon 
cancer do not develops symptoms until the 
carcinoma is advanced. The early detection of 
greater portion can only be achieved by the 
screening of asymptomatic persons. 
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Maximum patient present lately with distance 
metastases when there is nothing left to surgeon to 
treat these unfortunate cancer victims except 
palliative therapy. 

Screening and detection of the early presentation of 
carcinoma are the two important tools, used to 
reduce the cancer related morbidity and this study 
choiced the later one and selected those patients 
who are already diagnosed as Ca-colon to find out 
any clue related to earlier presentation. This study 
with limitation tried to identify the risk factors, early 
symptoms, signs, treatment modalities, operative 
outcome, morbidity, mortality rate and also tried to 
find out the suitable-investigations for these patients.
This  study is a tip of  ice-burg of a vast subject and 
it recommends further study to draw a complete 
conclusion.

Materials and Methods
This retrospective study of 50 cases of colorectal 
carcinoma carried out in different surgical units at 
CMH Dhaka during the period from August 2002 to 
August 2004. For all cases, detailed history of the 
patients on admission was taken by a questionnaire. 
The cases were examined thoroughly and general 
findings regarding Anaemia, Jaundice, Dehydration,
Oedema, Lymphadenopathy, Nutritional status and 
abnormal signs- like ascites, distension, rigidity, 
organomegaly were recorded. Digital rectal 
examinations were done in all cases. Patients 
examined by proctoscope, sigmoidoscope and 
finally with colonoscope. Fecal Occult Blood Test 
(FOBT) and serum tumour marker were also 
assessed.

Relevant routine investigations were done in all 
cases. X-Ray chest and double contrast barium 
enema of large gut was done for all cases except 
those with intestinal obstruction, perforation, also 
refusal for painful condition and inability to hold-up 
the solution. IVU were also done in selected cases. 
Pre-operative biopsy and histopathology were done 
to confirm the clinical findings. Some sorts of 
operations were under taken ranging from biopsy to 
radical excision. Pre-operative findings were 
recorded and total abdominal exploration was made. 
Tissues were taken from the lesions and the lymph 
nodes were taken where feasible.

Histopathological examinations were done for each 
case. Post operative period were followed up to note 
any morbidity and mortality. Patients were advised 
to follow up for further chemotherapy and 
radiotherapy one month after operation or earlier in 
case where there are any complications.

Results
In this study the statistical data were collected from 
the detailed information of each case which have 
been presented in tabulated form.

Table-I: Sex and site involved (n= 50)

Table-I shows involvement of colorectal carcinoma 
in different sites and sexes. Out of 50 cases 22 were 
rectal carcinoma. The next common site was 
caecum and the number was 10. The relative 
incidence in the study was approximately 44% for 
rectum, 44% for Right colon and 12% for Left colon. 
Out of 50 cases 33 were male and 17 were female. 
In all sites males are affected more than females.

Table-II: Incidence in different age groups (n =50)

Table-II shows the incidence in different age groups. 
The highest incidence was found in the age group of 
51-60 years age and it was 14(28%) and next was in 
31-40 years of age and was 12(24%). One case was 
detected as early as 14 years and 9(18%) cases 
within 21-30 years. Incidence among people within 
60-100 years was relatively less, only 02(4%) cases 
and they were carcinoma of right colon.

Sites Cases Cases
(n = 50)

Male Female M : F
Ratio

Caecum 10 (20%)
22 (44%)

8 2 3:4:1
Ascending colon 8 (16%) 7 1
Right colic lexure 4 (8%) 2 2
Transverse colon 0

6 (12%)Left colic lexure 1 (2%) 1 2:1
Descending colon 2 (4%) 1 1
Sigmoid colon 3 (6%) 2 1
Rectosigmoid junction 0
Rectum 22 (44%) 22 (44%) 12 10 1:2:1
Total 50 33 17 1:9:1

Age ( Years) Total (no) Rt side Lt side Rectum
10-20 3 (6%) 1 (2%) 1 (2%) 1 (2%)
21-30 9 (18%) 5 (10%) 0 4 (8%)
31-40 12 (24%) 5 (10%) 4 (8%) 3 (6%)
41-50 10 (20%) 6 (12%) 0 4 (8%)
51-60 14 (28%) 3 (6%) 1 (2%) 10 (20%)
61-70 1 (2%) 1 (2%) 0 0
71-80 1 (2%) 1 (2%) 0 0
81-100 0 0 0 0
Total 50 3 (6%) 6 (12%) 22 (44%)
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Table-III: Distribution of faecal occult blood test

Table-III shows the result of faecal occult blood test 
of Ca-colon. Fifteen (66%) cases were found 
positive for right colonic carcinoma and 5(82%) 
patients were for left colon. But 7 (34%) cases and 1 
(17%) case showed negative result in right and left 
colonic carcinoma respectively.

Table-IV: Result of Flexible Colonoscopy

Table-IV shows the colonoscopic report on carcinoma
colon. In case of right colon 17 (82%) cases found 
positive result and 4 (18%) cases are negative 
result. This test was not possible in 1 (4.5%) cases. 
On the other hand it was surprisingly enough that 
almost 100% positive in case of left colon.

Table-V: Result of serum marker - CEA (n=50)

Table-V shows the result of serum marker - CEA. 
Out of 50 cases 23 (46%) cases normal value, 15 
(30%) cases raised upto 50 ng/ml and 12 (24%) 
cases raised more than 50 ng/ml.

Table-VI: Result of Barium enema X-Rays (n=50)

Table-VI shows the result of Ba-enema X-rays done
for carcinoma in most of cases. 100% of the left 
colonic cancer revealed positive impressions in the 
Ba-enema X-ray of the large gut but in rectal cancer 
negative in majority of cases is 15 (69%) and 
positive in only 5 (23%) cases. Examination was not 
done in 3 (15%) cases due to refusal for painful 
condition and inability to hold up the solution.

Table-VII: Operation due to lesions at different sites (n=50)

Table-VII shows in 64% patients curative resection 
could be done, of them 16(32%) were rectal 
carcinoma, 12(24%) of right colon, 4(8%) carcinoma 
in left colon cancer. The patient with rectal cancer 
either underwent abdomino-perineal resection 
(APR) or the anterior resection (AR) as curative 
resection. Palliative resection had been done in 14 
cases; palliative bypass was done in 02 cases of 
rectal carcinoma. De-functioning colostomy was 
done in 02 cases of rectal carcinoma.

Table-VIII: Operative morbidity and mortality for 
colorectal carcinoma

Table-VIII shows the morbidity and mortality 
following operations for colorectal carcinoma. This 
study showed maximum mortality and morbidity in 
right colonic growth. Total mortality was 4 (8%) of 
which 2 in rectal and 2 in right colon carcinoma. 
Total morbidity was 10 (20%) of which 5 (10%) in 
right colon, 4 (8%) in rectum and 1 (2%) in left colon.

Table-IX: Histopathological structure in colorectal 
carcinoma (n=50)

Table-IX shows that most of the colorectal 
carcinoma was adenocarcinoma which represented 
92% of cases, out of which 38% occurred in right 
colon, 44% occurred in rectum and 10% occurred in 
left colon carcinoma. But the percentage of 
lymphosarcoma was also quite high (8%).

Site Positive Negative
Right colon 15 7
Left colon 5 1

Site Positive Negative Not Done
Right colon 17 4 1
Left colon 6 0 0

Result Right colon Left colon Rectum
Positive 18 (82%) 6 (100%) 5 (23%)
Negative 3 (14%) 0 15 (69%)
Not done 1 (5%) 0 2 (10%)

Normal Raised upto 50 ng/ml Raised >50 ng/ml
23 (46%) 15 (30%) 12 (24%)

Site Morbidity Mortality
Right colon 5 2
Left colon 1 0
rectal growth 4 2
Total 10 4

Operations Rt colon Lt colon Rectum Total
Curative resection 12 (24)% 4 (8%) 16 (32%) 32 (64%)
Palliative resection 8 (16%) 2 (4%) 4 (8%) 14 (28%)
Palliative bypass 2 (4%) 0 (0%) 0 (0%) 2 (4%)
De-functioning colostomy 0 0 2 (4) 2 (4%)
Only biopsy 0 0 0 0

22 (44%) 6 (12%) 22 (44%) 50 (100%)

Site Adenocarcinoma Sq. cell carcinoma Lymphosarcoma
Right colon 19 (38%) 0% 3 (6%)
Left colon 5 (10%) 0% 1 (2%)
Rectum 22 (44%) 0% 0 (0%)
Total 46 (92%) 0% 4 (8%)
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Discussion
All the cases were finally diagnosed after being 
confirmed by histopathological examination. As it is 
a very small study, it is not possible to draw a 
conclusion on the overall disease picture. It needs a 
wider study over a large period including other 
related diagnoses and long term follow up of each 
case. Carcinoma of the colon and rectum occur with 
different frequencies in various segments. Most of 
the colorectal carcinoma occurs in the distal colon 
and rectum, 38% within the reach of examining 
finger and 60% within the reach of sigmoidoscope. 
Virtually 98% of all cancers of large bowel are 

The exact aetiology is not known, but there are 
certain predisposing conditions. e.g. familial 
polyposis, Gardner’s syndrome, villous tumours, 
ulcerative colitis and previous history of colorectal 
carcinoma. There is little evidence that 
adenomatous polyp contribute significantly. Genetic 
factors have been suggested but without any 
convincing evidence.

Grossly, colorectal carcinomas are described as 
polypoid mass projecting into the lumen, like 
cauliflower, nodular, ulcerating and schirrous or 
stenotic. The tumours have been classified 
descriptively in number of way, but distinguish into 
two patterns carcinoma of the left side and 
carcinoma of the right side.

Unlike the gross pathology, the microscopic 
appearances of the right and left sided carcinoma 
are similar. 95% of all carcinoma of the colon are 
well differentiated adenocarcinoma, secreting variable
amount of mucin, occasionally undifferentiated 
growth is observed. They are variant called linitis 
plastica. Colorectal carcinoma spread by direct 
extension, lymphatics or blood stream dissemination,
by gravitational seeding and by implantation at 
operation. The growth may invade the paracolic 
tissue and mesocolon. Outside the bowel wall, the 
main line of spread is lymphatic channels. Regional 
lymph node involvement is most common form of 
metastasis in colorectal carcinoma. Recurrences 
after operation for carcinoma of colorectum are 
frequently at or near the anastomosis. Even though 
the operation was considered to be histologically 
free from tumour.

In this study, maximum incidence was found in the 
people of age group 51-60 years (28%) follwed by 
31-40 years, 41-50 years and 21-30 years (18%) 
respectively. In the age group 51-60 years again the 
highest percentage was the rectum. Incidences of 
colorectal carcinoma in the 31-40 and 21-30 years  
were significantly higher than in the 61-70 and 71-80 
years of age group. Two cases of advanced rectal 
carcinoma were found in the 10-20 years of group.

In this study the overall male, female ratio was 1.9:1 
and majority of colorectal carcinoma occurs in rectal 
area (44%) followed by right colon (44%) and left 
colon (12%). This study reveals majority (50%) of 
the lesion occurs in rectum and majorities are male. 

Majority of lesion in right colon presented with 
abdominal pain, anaemia, weight loss with general 
weakness and abdominal lump, but bleeding per 
rectum, altered bowel habits were commonly 
associated with lesions in rectum and left colon. 
Bleeding per rectum was a highly significant 
presenting feature for lesion in rectum. Twenty out of 
22 cases (91%) presented with this symptom. 
Altered bowel habit was also an association with 
lesion of the left colon (83%) and rectum (50%).

The post operative complications were not so high 
and almost all were managed by conservative 
approaches. The surgical mortality rate was 
comparatively low (8%) of which 2 cases were 
following radical abdomino-perineal resection, 2 
after palliative resections followed by radiotherapy.   
The overall survival in this study could not be 
assessed properly, due mainly to the proper follow 
up. Four out of 50 cases succumbed to complication 
and death in the early post operative period.

Conclusion
Skillness in further improvement in the field of early 
diagnosis and treatment depend on advance 
knowledge of biological behavior and technique of 
diagnosis of colorectal carcinoma. It has to be 
carried out involving more treatment centre and 
acquire better information about whole disease 
process and management in our country. Since the 
early diagnosis in any form of malignancy specially a 
colorectal carcinoma has definitely better prognosis 
and improved cure rate. So the need for early 
detection of colorectal carcinoma should be stressed
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in the form of screening and patient’s awareness 
and understanding about symptomatology. Early 
diagnosis and definitive treatment thereby increasing
expectation of higher survival rate and better 
prognosis in patient of colorectal carcinoma.
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